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The PRESIDENT showed photographs of a case of lichen planus with an exact zosteriform distribution, in which the eruption appeared suddenly, and was preceded by considerable pain, during a course of injections of novarsenobillon. The eruption faded without treatment in the course of a few weeks.
In reply to Dr. MacCormac: He agreed with Dr. Brain's criticism, namely that herpes simplex conferred very little immunity.
He had compared lichen planus with pityriasis rosea with regard to the course and distribution of the eruption in some cases, such as that shown, but setiologically he would rather emphasize the features it possessed in common with herpes simplex and zoster, which were known to be due to filtrable viruses.
With regard to Dr. Muende's remarks, there was no doubt that the eruption shown in the photographs was a zosteriform lichen planus; in one of them a characteristic annular lesion was well shown.
The patient, A. E., an unmarried woman aged 47, presents a typical and characteristic form of so-called keratodermia blennorrhagica. Her medical history is as follows: Bronchopneumonia and scarlet fever as a child and swelling of joints (unclassified) as a young girl. Fifteen years ago she was curetted for severe leucorrhcea of eighteen months' duration, which may be of some significance in connexion with her present condition.
The eruption she now presents began six months ago on both feet, and three months' later extended on to both legs where at first superficial erosions formed, becoming later keratotic. There is one lesion on the right arm, and possibly there are a few ill-formed elements on the forehead.
The eruption conforms exactly to keratodermia blennorrhagica-the dark erythematous zone, and the raised central zone, culminating in a hyperkeratotic boss.
Keratodermia blennorrhagica has been very rarely observed in this countrv but is in comparison relatively common on the Continent, especially in Germany. Sequeira described the first British case in 1911, and showed another case at a meeting of this Section in 19241. Other cases have been described by Gibson in 1923 and by Mumford, also in 1923, amounting in all to five British cases inclusive. This meagre record stands in sharp contrast to the experience of Arning and Meyer-Delius in Germany who found among 4,300 men affected with gonorrhaea 147 cases of arthritis with six examples of keratodermia blennorrhagica. In their series of 550 women with gonorrhcea, arthritis was present in 12 but no example of hyperkeratosis was met with. This corresponds with the general opinion that gonorrhceal keratodermia is much more common in the male sex. Two types of the disease are met with, the form localized to the hands and feet, and the disseminated, of which the present case seems to be a typical example. Although the clinical evidence is strongly presumptive of a gonococcal origin, bacteriological investigations have not succeeded in confirming this hypothesis. It is true that a number of observers have discovered Gram-negative diplococci in gonorrhceal exanthems both in the lesions and in the blood-stream, but further than this bacteriological research has not gone. It has been suggested that so-called keratodermia blennorrhagica is a toxic reaction in individuals with a hyperkeratotic diathesis, the hyperkeratosis and arthropathy of psoriasis being cited as an example of this kind of reaction, and Adamson, writing in the British Journal of Dermatology in 1920, 32, 183, has even suggested that keratodermia blennorrhagica is a form of psoriasis. This opinion seems to be in conflict with the clinical findings, and further, the keratotic diathesis of psoriasis is approximately equal in the two sexes, as compared with keratodermia blennorrhagica, which is almost exclusively an affection of the male.
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Discu8sion.-Dr. G. B. DOWLING said he thought that the diagnosis of keratodermia blennorrhagica must be questioned in a case in which there was no evidence of gonorrhcea or arthritis. This patient said she did not suffer from rheumatism and never had done so. It was true that she had some swelling of the ankles but that might be the result of the severe microcytic anemia from which she had been suffering for a long time. He could not be certain of the diagnosis, but psoriasis was, he thought, a possibility.
Dr. R. T. BRAIN said that at St. Peter's Hospital he had seen a woman, aged 20, who had a mildly febrile illness, with polyarthritis of rheumatoid type, and had the lesions of keratodermia blennorrhagica on her feet. Some of the crusts were superimposed upon a bleb containing blood-stained fluid. Her cervix was examined and a fixation-test was carried out, with negative results as regarded gonorrhceal infection. Later, subungual keratosis occurred together with glazed red patches on the soles, so that he changed the diagnosis to psoriasis, and treated her with arsenic and salicylates. She had then steadily improved. Two injections of T.A.B. vaccine greatly accelerated her progress and she was discharged well.
Dr. J. M. H. MACLEOD agreed witlh Dr. Brain and Dr. Dowling. He thought that the eruption was psoriasis rupioides in which the lesions were very small.
Dr. J. T. INGRAM said that the discussion of this case tended to support Dr. Adamson's view that psoriasis and keratodermia blennorrhagica were the same thing, and the clinical manifestations and the histology also supported that view. He himself had had two cases of keratodermia blennorrhagica, one disseminated, the other of the localized type, and he felt that the association between the clinical picture and the histology in those cases and in rupioid psoriasis and pustular psoriasis was a close one. Most cases of keratodermia blennorrhagica tended to fall into the dry rupioid type or into the pustular type. The former type of psoriasis was usually associated with joint affections. He agreed with Dr. MacCormac's diagnosis in the present case, in spite of the absence of other signs. B. M., a male, now aged 50, was shown at a meeting of the Section in May 1934,' and is shown again to-day to demonstrate the sustained improvement following malaria therapy. It will be recalled that he developed mycosis fungoides in 1931 with extensive tumour formation in 1933, now represented by numerous foveate scars on the trunk. During the period of pyrexia both tumours and premycotic lesions melted away. Later, some degree of recrudescence was observed, and it was decided to inject him again with malaria. The second attack was of equal severity to the first, with high continued fever. Since then he has been seen at regular intervals, and some further doses of X-rays have been necessary. He has kept in comparatively good health and has been able to follow his occupation. The eruptive process, which is now only present on the legs in the form of eczematous patches, has steadily become less and less pronounced, and it seems that the patient will be permanently cured. The outlook before malaria therapy was almost hopeless, and it may be confidently asserted that without this treatment he would have died.
Mycosis Fungoides
In another case similarly treated the results have been disappointing and the patient is now dying of the disease. This second case was, however, an example of mycosis fungoides d tumeutrs d'embl&e, a much more malignant type. This is perhaps not unexpected, and it would seem reasonable only to expect benefit from malaria in the less acute forms of the disease-those with a definite premycotic stage, as in the first case.
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